The general population of athletic trainers, however, has thus far failed to adopt PROs in practice. Valier et al. reported that 74% (n=311) of athletic trainers who completed a survey about PRO use in practice (n=421) indicated they did not use PRO measures. 4 This finding is similar to trends in other rehabilitation professions. Nicholas et al. reported that 52% of clinicians failed to record standardized outcome measures at discharge during a 12-month mandatory reporting period. 9 Barriers identified in the implementation and use of PROs include confusing to the patient, time-consuming for the clinician, and lack of clinician knowledge. 9 The large variety and different classifications of PROs is one reason why PRO use is burdensome to clinicians in routine practice. 6 
EVALUATING THE UTILITY OF A PATIENT-RATED OUTCOME MEASURE
Two elements of a PRO to consider before implementing a specific measure in practice are essential elements and clinical utility. 8 Essential elements involve psychometric measures of the soundness of the instrument and its development. 8 Psychometrics and clinimetrics are the methodologies used to develop and evaluate instruments such as PROs (Table 1) . 10 These methodologies are evaluated for a PRO for a wide range of conditions, because the instrument may respond differently in varying populations with varying severity. Two important types of validity are content validity, the extent items in the instrument assess the same content, and construct validity, how well the instrument measures a theoretical construct. 9 Reliability is a measure of consistency under repetition of constant conditions. 11- 13 Responsiveness is a measure of how well the instrument measures change over time. 12, 13 Clinical utility involves the acceptability, feasibility, and appropriateness of using the PRO in clinical practice. 8 The clinician must determine if the instrument is useful, timeand cost-effective, and acceptable to both himself and the patient. 8 Clinicians use the minimal clinically important difference (MCID) to measure change. The MCID is a threshold value for change that a patient considers worthwhile and meaningful. 14 For example, the MCID for the numeric pain rating scale (NRS) is generally considered to be 2 points on a scale from 0 (no pain) to 10 (worst imaginable pain). Once a PRO has been selected that meets both the essential elements and the clinical utility, the implementation into practice becomes easier.
GENERIC PATIENT-RATED OUTCOME MEASURES
When clinicians decide to incorporate PROs into practice, setbacks may arise in difficulty choosing which measures to use. The sheer number of available instruments may leave the clinician feeling overwhelmed before beginning. A good starting place for the novice PRO user is generic measures because they are designed to be appropriate to a wide range of patients. 18 Generic patient-rated outcome measures are defined as "scales intended to measure a broad range of health status facets." 6 Benefits to generic PROs include applicability to a wide range of patients, ability to compare across groups, and the establishment of normative values within practice. 6 Generic PROs provide the athletic trainer information about both individual patient May be evaluated by expert panel and/or patients 8, 10 Criterion Validity The extent to which a statistically significant relationship exists between the measure and a criterion 15, 18 Does it correspond with a "gold standard" measure?
Gold standards are difficult to find for PROs because there is wide variation 8, 10 Often evaluated in comparison with other PROs or clinical data 22 
Construct Validity
The extent to which a measure evaluates the theoretical construct or trait 8, 10, 17, 18, 20 If it is intended to measure a particular construct (e.g. pain, function), is that what it measures?
Must be established for each population 8 
Reliability
The measure of consistency of date when measurements are taken more than once under the same conditions 8, 15, 17, 18, 20 If nothing has changed in the patient's condition, is the score the same from one point to another?
Establishes that changes observed are due to intervention and not problems with the instrument 18 Reliability care and overall practice trends. 8 Disadvantages include information without sufficient detail to assess specific patient condition, lack of relevancy to some conditions, and less sensitivity to change from an intervention than specific scales. 6 Commonly used generic PROs are the Short-form Health Survey, Sickness Impact Profile, Child Health Questionnaire, and Pediatrics Outcomes Data Collection Instrument. 6 Several PROs are applicable in the athletic training setting. The numeric pain rating scale (NRS) is commonly collected during history intake in practice, and can be used as a PRO. 30 The global rating of change (GRoC) is another easyto-implement scale that can be adopted into practice. 22, 31 Further, two generic scales may be useful in athletic training because they were designed for physically active populations experiencing musculoskeletal injuries: the PatientSpecific Functional Scale (PSFS) 32 and the Disablement in the Physically Active scale (DPAS). 24 These generic PRO measures may be used individually or in conjunction to increase the clinician's understanding of the patient's functional status, disablement, and HRQoL.
FOUR GENERIC PATIENT-RATED OUTCOME MEASURES TO CONSIDER IN PRACTICE:
Numeric Pain Rating Scale (Table 2) Pain is one of the primary reasons patients seek medical attention. 15, 30 Each patient presents with a different pain experience that is complete and multidimensional, 15 and the clinician cannot compare the meaning of one person's pain to another. 33 The NRS can be used to compare the intensity of pain from one time point to another. The NRS is an 11-point scale with no pain as its lower anchor (0) and worst pain imaginable as its upper anchor (10). 15, 17, 30, [33] [34] [35] [36] [37] [38] [39] [40] [41] [42] [43] The numeric values lack word assignment, allowing each patient to assign importance at each level based on life experience and interpretation. 33 The clinician can establish a time frame when asking the patient to Copyright 33 In athletic training practice, the NRS may be used to evaluate immediate changes in the patient's pain from before to after intervention as well as over the duration of care for a particular injury or illness. (Table 3,  Appendix 1 22 ) Health-related quality of life (HRQoL) may be difficult to measure as a multifaceted construct. The GRoC is a quick and simple scale used to measure self-perceived change in HQoL. 31 Unlike other outcome measures which are designed to evaluate a specific dimension of health such as pain or function, the GRoC allows patients to provide a global rating of their overall health status by choosing what is most important to them. 22 The GRoC consists of a single question requesting the patients to assess their change on a designated scale from a previous time point to the current time point. 13, 14, 48, 49 Various numeric scales (i.e., 7-, 11-, and 15-point scales) have been used in research. 31 Based on clinometric properties, there isn't a difference in responsiveness among the different point scales; however, the 11-point scale may be easiest to use in clinical practice because it aligns with the 11-point NRS and has similar values (e.g. MDC and MCID) to the NRS. 22 There are indications that recall bias, i.e. inability to recall the initial status after a period, affects the accuracy of the GRoC. 13, 14, 48, 49 The GRoC can be meaningful in the athletic training setting when used in conjunction with other generic and regional PROs
Global Rating of Change Scale
Patient-Specific Functional Scale (Table 4 , Appendix 2 32 )
Stratford et al. 32 developed the PSFS in 1995 to provide a resolution to the following problems they observed in the implementation of PROs in orthopedic practice. First, clinicians' caseloads were too varied to support the use of any one, two, or multiple questionnaires. 33 Secondly, traditional health status measures lacked adeptness at providing valid assessment for patients functioning at a high level of independence. 32 Finally, available measures of improvement did not necessarily emphasize the patient's concept of improvement over that of clinician perceived improvement. 32 The PSFS is a self-reported, patient-specific measure designed to assess functional change primarily for patients suffering from musculoskeletal disorders. 20 The format of the PSFS is simple and easy to administer. Patients identify 3-5 important activities that they are unable to perform or with which they are having difficulty due to their injury. 32 Each activity is rated from 0-10 regarding the current level of difficulty, with the lower anchor (0) indicating that the patient is "unable to perform activity" and the upper anchor (10) indicating an ability "to perform activity at pre-injury level." 32 The PSFS is administered before intervention occurs to maximize focus on functional activity instead of impairment. 51 Postintervention, the PSFS may be re-administered, and the identified activities may be used throughout the treatment duration to assess change. 33 However, the patient may nominate new activities that arise when completing the PSFS during follow-up visits. 32 The structure of the PSFS renders it extremely adaptable to the patient's 
PRACTICAL USE OF PATIENT-RATED OUTCOME MEASURES
Hankemeier et al. 61 investigated the use of PROs in athletic training practice, finding that most respondents were unfamiliar with various PRO measures and rarely implemented them in practice. Their results were consistent with those of Valier et al, 4 who reported that 26% of the athletic trainers responding incorporated PRO measures in patient care. Hankemeier et al. 61 proposed increased knowledge, behavioral change, organizational support, and professional responsibility to increase the use of PROs in athletic training practice. A central factor in the adoption of PROs in clinical practice is the intention to do so; the willingness and effort clinicians plan to exert. 62 One method to increase knowledge about PROs is the publication of easyto-use and read guidelines regarding specific PRO measures. These publications may reduce clinicians' burden in researching measures to use. Clinicians may be more likely to adopt the use of PROs in practice if they perceive a professional obligation to do so. 62 Employer requirements, as well as National Athletic Trainers' Association position statements, may help increase PRO collection in practice. 61 Step-by-step guidelines to ease the adoption of PROs into use is necessary to support behavior change as well as knowledge.
One practical guideline for adopting PROs into practice is to use measures that most likely reflect the effects of the athletic training intervention. 63 The NRS, a measurement of pain intensity, is routinely collected during history and can easily be transformed into an outcome measure by asking for NRS scores after intervention and across subsequent patient encounters. The PSFS scale to assess function can be adopted into the history portion of evaluation, then readministered after intervention and subsequent encounters. The clinician can use NRS and PSFS scores together to form a multifaceted understanding of the patient's pain and function. After intervention, the GRoC is administered to gain understanding of the patient's experienced change. Although all three of these measures can be printed to add to the patient's file, they do not require pen and paper and are therefore easily administered during on-field evaluations, as well as in a clinic-based setting. The DPAS does require pen and paper, and can be administered while the clinician is preparing for the evaluation, then administered at regular intervals during the patient's rehabilitation progression. Overall, the administrative burden in using these PROs is low. (See Table 6 for advantages and disadvantages of each PRO listed.)
The following steps may be taken to adopt these PROs into clinical use: 
PRACTICE IMPLICATIONS
The consensus in the literature indicates each of these PRO measures may be used in conjunction with other generic measures as well as specific measures related to the patient's injury. Both the DPAS and the PSFS are developed specifically for the patient population treated by athletic trainers and are therefore most applicable.
As novice PRO users adopt these measures into their practice, individual patient care will likely improve as they become more competent and comfortable with their use. Clinicians may improve their practice using the information gleaned in regular PRO measurement. Once the athletic trainer becomes adept at the use of these generic measures, more specific measures may be integrated as appropriate. Only measures one dimension (intensity) of a multifaceted, complex, and contextual symptom 15, 30 Has less ability to detect change than selfreported functional measures 35 GRoC Quick 22 Applicable to wide ranges of patient populations 22 Easy to understand 22 Strong clinical relevance 22 Adaptable 22 , 31 Measures deterioration as well as improvement 22 Relies on patient's estimates of previous health status 22, 31, 48 Patients may demonstrate recall bias (basing previous health status on current status) 22, 31, 48 Scores may fluctuate with repeated measure 48 Only correlated to functional measures up to 3 weeks 48 
PSFS
Patient specific 20, 32, 51, 55, 64 Fast and Efficient 20, 51, 55 Easy to use 20, 32, 65 Able to assess important change over time 32 Formalizes questions asked during routine evaluation 32, 66 Aids clinicians in planning treatments and evaluating progress 51, 55, 64 Applicable to a variety of clinical presentations and demographic populations 58 Difficult to compare between patients 20, 53, 54, 58 Little range available on the scale for patient to describe decreased ability when condition deteriorates 51 
DPAS
Specifically designed for use among the physically active 24, 27, 26, 60 Includes 4 important dimensions of HRQoL (impairment, functional limitations, disability, quality of life) 24 Scale is new (developed in 2010) 24 Lacks clinimetric support 24, 26, 27, 60 
